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Mesenteric  cysts  are  rare  abdominal  tumors  of  unclear  histologic  origin,  usually  asymptomatic.  Post-
traumatic  mesenteric  cyst  usually  results  as  a  consequence  of  a mesenteric  lymphangitic  rupture  or a
hematoma  followed  by absorption  and  cystic  degeneration.  The  preoperative  histological  and  radiologicalvailable online 19 May 2011
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diagnosis  is  difﬁcult.  We  present  the case  of  a 45-year-old  male  patient  with  sizable,  palpable  abdominal
tumor,  the  gradual  swelling  of  which  the  patient  himself  combined  with  the  blunt  abdominal  trauma  he
acquired  from  an  opponent’s  knee  in  a football  game  5 months  ago.
© 2011 Surgical Associates Ltd. Elsevier Ltd. Open access under CC BY-NC-ND license.esothelioma
. Introduction
Mesenteric cysts are usually benign abdominal tumors originat-
ng from developmental lymphangitic abnormalities or from their
raumatic rupture.1 In adults, they are usually asymptomatic, con-
rary to children’s cases whose symptoms can be intense. They
re incidentally discovered during an image study, an exploratory
aparotomy for other reasons, or for the treatment of their com-
lications. We  present the case of a 45-year-old man  with sizable,
alpable abdominal tumor, the swelling of which the patient com-
ined with a blunt abdominal injury acquired by his opponent’s
nee in a football game 5 months ago.
. Case presentation
A  45-year-old man  arrived at the outpatient’s facilities of our
linic complaining of remittent pain in the epigastrium and abdom-
nal discomfort. He also mentioned that he was  palpating a sizable
bdominal mass that was gradually growing during the last 5
onths. He had no medical history. He was a football player and
or that reason he always followed regular medical health exami-
ations.
The patient mentioned a collision with an opponent player dur-
ng a football game 5 months ago. A strong injury on the epigastrium
aused by his opponent’s knee made him stop the game and quit
very sport activity for a month. The post-traumatic pain decreased
ith an anti-inﬂammatory medication and it was attributed to
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Open access under CC BY-NC-ND licemuscle load. The pain lasted for about 20 days, however, it remained
as a non speciﬁc abdominal discomfort combined with bloating.
Physical  examination revealed a large, soft, palpable mass of the
epigastrium extended to the right hypochondrium. Upon palpa-
tion, the mass was also transversally movable. Laboratory ﬁndings
and tumor markers were within normal limits. The abdominal
ultrasound (US) revealed a cystic multiloculated mass of uneven
shape at the right hypochondrium (140 mm × 110 mm in diameter)
extending from the liver and the pancreas towards the right kid-
ney.Abdominal computed tomography (CT) demonstrated a cystic
polylobulated lesion, 12 cm in diameter, arising from the head and
from the uncinate process of the pancreas, pushing forward the
mesenteric vessels and pressing the inferior vena cava (Figs. 1–3).
CT ﬁndings suggested the process was rather suspicious for a
mucous macrocystic neoplasm of the pancreatic parenchyma.
The  magnetic resonance imaging (MRI) and the magnetic
cholangiopagreatography (MRCP) demonstrated that the tumor
was only in touch with the uncinate process, the inferior cava vein,
the aorta, the lower pole of the right kidney and the superior mesen-
teric vessels and included in the differential diagnosis a mesenteric
cyst, a lymphangioma, and a cystic mesothelioma (Fig. 4).
The  patient underwent an exploratory laparotomy. It was ascer-
tained a sizable, yellowish, movable cystic mass, coming out of the
mesentery root 1.2–2 cm on the right side of the superior mesen-
teric vein (Fig. 5). A total enucleation and resection of the tumor was
carried out. The paracentesis of the cyst outside the operational
ﬁeld demonstrated a high viscosity, milk-like material. Frozen
section of the speciment excluded malignancy. The biochemical
analysis revealed high levels of triglycerides (12384 mg/dl), high
cholesterol levels (325 mg/dl) and absence of amylase. The patient
was discharged the sixth postoperative day without postoperative
complications. The pathology report revealed a mesenteric cystic
nse.
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Figs. 1 and 2. Abdominal axial and coronal CT images demonstrating a large lesion
originating from the anatomic region of the head of the pancreas causing mass effect.
Fig. 3. Large intraabdominal, multilobulated (probably cystic) mass with ﬁne sep-
tations.
Fig. 4. Abdominal MRI–MRCP demonstrating no ﬁlling or dilatation of the common
hepatic,  cystic, common bile and pancreatic duct.
Fig. 5. Intraoperative ﬁndings. Mesenteric multiloculated chylous cyst.
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all with elements of chronic inﬂammation, ‘foam’ macrophages,
holesterol granulomas and the absence of epithelium.
. Discussion
Mesenteric cysts (MCs) are rare, usually benign tumors, with an
ncidence of 1/105,000–250,000 in hospitalized surgical patients.1
he cysts usually involve the mesentery of the ileum, the omen-
um, the mesocolon and the retroperitoneum.2 Mesenteric cyst was
rst described in 1507 by the Florentine anatomist Benevieni in
 7-year-old boy autopsy while the ﬁrst successful resection was
erformed in 1880 by Tilaux.3,4
The limited number of cases described in the literature justi-
es the lack of experience in the surgical treatment and in the
reation of unanimous classiﬁcation of their histological origin
nd structure. In 1950, Bhears classiﬁed cysts in 4 groups: (1)
mbryonal and developmental (2) traumatic (3) neoplastic and
4) infectious.5 Actually, a classiﬁcation based on histological and
mmunohistochemical ﬁndings, propose a distinction of the cysts
n 6 groups 1) cysts of lymphatic origin (simple lymphatic cysts
nd lymphangioma 2) cysts of mesothelial origin (benign or malig-
ant 3) enteric cysts 4) cysts of urogenital origine 5) dermoid
ysts 6) pseudocysts (infectious or traumatic).6 The traumatic and
nfectious ones usually have ﬁbrous wall, macrophage foam cells,
holesterol granulomas, absence of epithelium and histologically
esemble to pancreatic pseudocysts.6 The lymphangioma and the
enign mesothelioma present inﬁltration tendency and aggres-
ive development. A relation between them and previous pelvic
nﬂammations, surgery or endometriosis has been reported.7 The
alignant cystic mesothelioma is the only mesenteric cystic tumor
otentially malignant and presents a prominent tendency to recur
fter excision.6
In adults, mesenteric cysts are usually asymptomatic. Patients
arely complain of intermittent abdominal pain or painful abdomi-
al mass. Acute abdomen due to rupture, inﬂammation or intestinal
cclusion is an uncommon ﬁnding. On the other hand, mesenteric
ysts are usually symptomatic in children, mainly the lymphan-
ioma, with presenting symptoms similar to those of appendicitis
r volvulus.8 Physical examination is often unremarkable even if an
bjective ﬁnding of a soft abdominal mass transversally movable
as also been described.9 In our case the patient presented only
ecurrent abdominal pain and palpable, stable swelling mass at the
pigastrium. The patient linked the presence of the mass with the
reviously experienced blunt abdominal trauma in a football game.
Preoperative diagnosis of MCs  is difﬁcult. Laboratory ﬁnd-
ngs are usually within normal limits. The US of the abdomen
eveals a hypoechogenic cystic mass with or without internal echos
diaphragms). The CT scan allows determining the size of the mass,
ometimes the point of the origin, the relation to the neighbor-
ng organs and depicts better wall calciﬁcations, however, does
ot highlight the correlation with the soft tissues. MRI  offers more
nformation and describes accurately the relation between the
ass and the soft tissues. Furthermore, the different shots allow
etermining the relation among the mass, the pancreas, the liver
nd the ovaries in women, organs often involved in similar cystic
rocesses.10–12 In our case, the tumor was identiﬁed by US and its
xtension was estimated by CT and MRI. The CT scan revealed the
ize of the tumor but it did not deﬁne its origin. The MRI–MRCP
ppeared to be speciﬁc, deﬁning the dimensions of the tumor,
ts cystic component and its position with other retroperitoneal
rgans. The MRI–MRCP excluded that the tumor arose from the
ancreas and enforced the suspicion of the mesenteric cyst.
Surgery  has both diagnostic and curative role. Voluminous and
ymptomatic mesenteric cysts need immediate surgery in order
o prevent malignancy or complication such as inﬂammation,PEN  ACCESS
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rupture or obstruction. The enucleation of simple lymphatic and
mesothelial cysts is usually easy and safe. On the contrary, the
lymphangioma, the benign cystic mesothelioma and the malignant
mesothelioma can be strongly adherents to neighboring organs
or to large vessels. This fact makes their radical resection quite
difﬁcult.13–17 The resection of the intestine, pancreas and spleen
is often necessary for the complete removal of the tumor. Resec-
tion of the intestine is only necessary in 1/3 of the cases while it
is necessary in 50–60% of children with mesenteric cyst.18 Laparo-
scopic excision of MCs  has also been described in many cases.18,19
Malignant mesothelioma, benign cystic mesothelioma and lym-
phangioma may  also recur.20
In our case, the information obtained from the patient, regarding
his experienced abdominal injury, made us consider the traumatic
cause of the abdominal mass formation. Mesenteric injury proba-
bly caused a rupture of a lymph vessel favoring a gradual chylous
leak. Imaging studies were helpful, although deﬁnitive diagnosis
was posted only after the excision and the histological examination.
4. Conclusion
MC  is a rare abdominal tumor usually asymptomatic. The pre-
operative diagnosis is difﬁcult and the radiologic ﬁndings are not
always speciﬁc. Surgery is both diagnostic and curative. History of
blunt abdominal trauma should be always taken into account when
treating abdominal cystic lesions.
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